. Change in BPRS scores over time Table 2 . Change in BPRS scores over time Table 2 . Change in BPRS scores over time Table 3 . Change in GHQ scores over time Table 3 . Change in GHQ scores over time Table 3 . Change in GHQ scores over time Table 5 . Change in DAST scores over time Table 5 . Change in DAST scores over time Table 5 . Change in DAST scores over time 22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 There is continuing concern regarding the prevalence, nature and treatment of mental illness or mental health problems amongst criminal offenders both nationally (NHS England 2014a; NHS England 2014b) and internationally (Steadman et al., 2014; Callahan, et al., 2013) . The challenge of responding to this group has led to the development of a range of services designed to identify
Mentally Disordered Offenders (MDOs) and ensure that they receive appropriate treatment.
However, despite the widespread implementation of these services, little is known about their effectiveness. In order to address this, the UK government recently commissioned the Offender Health Collaborative, a working group comprising six specialist health and social care, charity and offender organisations, to develop an operating model and standard service specification for such services in England. These more clearly specified services are currently being trialled and evaluated across a range of localities with the intention of informing the development of future service provision that will be in line with NHS England's commissioning priorities (NHS England, 2014a; NHS England, 2014b The CMHNs screen the Custody Record Forms (CRFs) of all detainees using criteria originally developed for use in the Birmingham Court Diversion Scheme (Kennedy and Ward, 1992) including: (1) a history of mental illness and/or learning disability; (2) an 'odd' or unusual crime such as eccentric behaviour leading to a referral to the police; or, (3) a violent crime. In addition, detainees may be referred to the service for a mental health screening assessment by, for example, an FMO, custody sergeant or Resident Magistrate. The CRF screening facilitates the identification of anyone who may have a mental health problem. Everyone who meets one or more of the above criteria is invited by a CMHN to participate in an assessment. Following assessment, a report is prepared which includes recommendations for follow-up treatment and support. This report is made available to the court, arresting officer, defendant's solicitor and the The study employed a prospective follow-up design with a comparator group. Study participants (N=158) were interviewed upon being detained in the police station and approximately six months later. The CJLD service participants (intervention group) (n=68) were recruited by the two CMHNs. All detainees took part in an initial interview to ensure that their health and welfare needs were met during their time in custody, after which the CMHNs completed a mental health assessment with all positively screened detainees using the measures described below. During routine assessments, CMHNs asked detainees if they would be willing to meet with a researcher in approximately six-months. Detainees who provided their written informed consent were admitted to the study.
Public Prosecutions Service (PPS).
The comparator group (n= 90) comprised similar detainees in a comparable police station in a neighbouring city which did not have access to the service. A researcher was based in this police station on a full-time basis (7 days per week). Detainees who provided written informed consent were assessed using the measures described below. Sample size calculations were based on our earlier work (McGilloway and Donnelly, 2004 ) and a sample size of 71 in each group was estimated to be sufficient to detect a difference of 5 points on the Brief Psychiatric Rating Scale, assuming a standard deviation of 10.67 points, 80% power and a significance level of 5% . 21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 (1) A Profile Form (PF) included: socio-demographic information; primary diagnosis; 'institutional' history; offence history; police and court 'disposal'; and, recommended follow-up service(s). Detainees were also screened for a possible learning disability using the four-item Learning Disability Questionnaire (LDQ) (Lyall et al, 1995) . 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 (Clifford, 1987) . Information on previous incidents of violence was obtained from the detainee and from criminal records.
(5) Brief Psychiatric Rating Scale -Expanded version (BPRS-E) Participants completed the 24-item BPRS-E (Ventura, Lukoff& Nuechterlein, 1994) (α = .81) which was developed to assist with symptom assessment during clinical trials. The measure comprises: 11 self-report items; 4 items rated on the basis of self-report and observed behaviour; and 9 items based only on observed behaviour.
(6) Self-Report questionnaires Respondents were asked, to self-complete: the General Health Questionnaire-12 (Goldberg, 1978 ) (α = .90), a measure of minor psychiatric morbidity; the 10-item Alcohol Use Disorders Identification Test (AUDIT) (Saunders et al, 1993 ) (α = .86) which was used to screen for harmful alcohol consumption; the Drug Abuse Screening Test (DAST) Short Form (Skinner, 1992 ) (α = .92) which provides a measure of problems associated with drug misuse and; the Duke Social Support and Stress Scale (DUSOCS) self-report measure (Parkerson, Michener & Wu, 1989 ) (α = .70) which assessed the support provided by family and non-family members. The researcher provided assistance if respondents were unable to self-complete these measures. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 On average, the BPRS-E scores obtained by both the CJLD and comparator participants indicated the presence of mild to moderate levels of psychiatric disorder. Changes in psychiatric symptoms were also assessed using the BPRS-E (Table 2) . Initial baseline assessments indicated significantly higher comparator group scores on the BPRS-E (median score of 39) than in the CJLD group median score of 35.5). Further examination of baseline scores using Mann-Whitney tests indicated that there were significant differences between the two groups on self-report items only (z = -6.49, p=.001). Therefore, it can be concluded that the differences in 'response' only items provided by the two groups of detainees were sufficient to cause a significant difference in the overall BPRS-E score at the baseline assessment. These differences were not observed at follow-up. Although again, 'comparator' group detainees reported higher BPRS-E scores on average (median score of 42 vs. a median of 36 for CJLD participants), this difference was not statistically significant (Table 2 ). There were no statistically significant within-group differences in BPRS-E scores during the course of the study; neither were there any statistically significant changes in psychiatric symptomatology for either group during the study period, although both groups reported lower BPRS-E scores at follow-up, indicating some improvement in overall psychiatric symptomatology. Table 2 about here  Table 2 about here  Table 2 about here  Table 2 about here There were no statistically significant differences between the two groups in GHQ scores at either baseline or follow-up (Table 3) . However, a within-group comparison showed that both groups reported statistically significant improvements in median GHQ scores during the study (CJLD: z = -2.364, p =.018; Comparator group; z = -3.450, p = .001) indicating improvements in non-specific psychiatric morbidity during the study period. Table 3 about here  Table 3 about here  Table 3 about here  Table 3 about here Self Self Self Self----reported alcohol and drug abuse reported alcohol and drug abuse reported alcohol and drug abuse reported alcohol and drug abuse No significant differences were noted between the two groups at baseline on alcohol abuse (Table 4) ; the median scores for both groups were substantially higher than the cut-off for possible problem drinking, with almost half of each group recording scores in the most severe category there were no significant differences between the two groups. A within-group analysis also indicated no statistically significant improvements in either group during the study. Table 4 about here  Table 4 about here  Table 4 about here  Table 4 about here With respect to drug use, there were no significant differences between the two groups at baseline or follow-up (Table 5 ). However, drug use had increased amongst both the CJLD and comparator clients at the six-month follow-up, although; this difference was statistically significant only for the comparator group (z = -3.036, P = .002). Table 5 about Table 5 about Table 5 about There were no significant between-group differences at either time-point on measures of social support (Table 6 ). At baseline, comparator participants were significantly more likely to report that their relationships with other people caused them stress when compared to the CJLD detainees (z = -2.099, p = .036), though this difference was no longer significant when the two groups were compared at follow-up. On average, the social stress scores increased during the study period though, again, this difference was statistically significant only amongst comparator group participants (z = -2.212, p = .027). Table 6 about here  Table 6 about here  Table 6 about here  Table 6 about here At baseline, participants from both groups were similar on most assessed variables. In line with other studies, they were typically male, single, unemployed and in their late twenties or early thirties (e.g. James et al, 2002) . As with previous research (e.g. Senior et al, 2013; Callahan, 2013) most were known to psychiatric services with the majority in both groups, reporting that they had previously met with a psychiatrist and/or attended a psychiatric hospital. Thus, four out of every five respondents had some previous contact with psychiatric services, though it appears that they had previously been unable to obtain a service response capable of meeting their needs, or were insufficiently motivated to engage with existing services (Dyer, 2013; James et al, 2002; Pakes & Winstone, 2010 (Levy, 2007; Siva, 2010) . However, it should be noted that
Results

Results Results Results
MDOs often reported that they had received multiple short custodial sentences which may have limited their opportunity to engage effectively with prison-based services. Where information on outcomes was available, it was clear that most participants were 'processed' by the police and entered the CJS. There was no evidence that the police or court service considered the CJLD service mental health report when processing cases.
Changes in mental health status Changes in mental health status Changes in mental health status Changes in mental health status At baseline, both groups reported depressive symptoms during the previous month. A smaller group also responded positively to one or more questions on the LDQ; this group, for the most part, reported that they had difficulty reading and writing, though they believed that this was due to dyslexia and/or not having attended school regularly rather than a learning disability per se.
Only a small number of participants had received a formal diagnosis of a learning disability.
BPRS scores revealed no significant change in severe psychiatric symptomatology over time or between groups. At baseline, comparator detainees reported significantly worse mental health than CJLD detainees, but additional analysis showed that this was true for self-report items only.
It is not clear why clients who received the service, obtained better outcomes on these items than comparator participants. At follow-up, both groups reported improved outcomes, although this was not statistically significant. This suggests that those clients who participated in the CJLD service did not experience the structured support and monitoring considered necessary to effect significant changes in their psychosocial health and well-being (Cosden et al, 2005; McNiel & Binder, 2007) . This is borne-out by follow-up data which found that only seven (24%, 7/29) CJLD service participants reported acting upon the advice they had received from the CJLD service. A 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 MHTRs are often combined with a 'supervision requirement' to support the MDO and reinforce the need to attend treatment (Bradley et al, 2009 ). However, Ministry of Justice (2008) statistics show that this sentencing option is not commonly employed and further research is required to ascertain how effective such sentencing options may be in helping MDOs engage with treatment and also to understand why judges and magistrates do not employ the full range of community sentencing options available to them (Brooker et al, 2009 ).
In order to build an evidence base capable of supporting the development of CJLD services, future studies should define both the internal workings of the service (i.e. service model, eligibility criteria, staffing, methods of working etc.) as well as external factors such as referral services and Both groups reported significant improvements in their overall levels of psychological distress during the study period. This may be due to the fact that many participants are detained when experiencing a crisis and respond in a manner which contributes to their arrest. During the follow-up period, participants were re-assessed during a period of stability and were less likely, therefore, to respond negatively to GHQ items. Furthermore, at baseline, detainees had been arrested, charged and detained in the police station whereas, during follow-up interviews, respondents were assessed in the community. The change in circumstance and location may have influenced the responses provided and this may have implications for future follow-up studies.
Again, similar improvements in both groups raises questions about the extent to which this service facilitated an improvement in the mental health outcomes of respondents.
Alcohol
Alcohol Alcohol Alcohol and drug and drug and drug and drug use use use use A further challenge was the management of detainees who were frequently heavily intoxicated.
Alcohol is an important contributory factor in criminal activity (Gunn, 2000; Greenfield, 1998) and both groups reported similarly high levels of problem drinking at both time points, whilst a substantial proportion were in the most severe category. The lack of any significant change at follow-up is not unexpected perhaps, in that the ability of a CJLD service to effect change on a 'chronic' condition such as alcohol abuse is questionable, given that its primary role is to direct people toward existing services. For example, current service provision in NI is based largely on a Reassuringly perhaps, the levels of reported drug use in both groups were lower than those reported elsewhere (McNiel & Binder, 2007; James et al, 2002) and few participants reported severe levels of drug misuse. Both groups reported an increased level of drug misuse at follow-up, although this was significant only amongst comparator group participants. This may be due to the presence of a social desirability bias at baseline, with detainees reluctant to discuss illegal drug use within a criminal justice setting.
Social support Social support Social support Social support
Participants in both groups reported low levels of social support and low levels of social stress at baseline. Study participants were often socially isolated while most did not see 'significant others'
in their lives as their carers. Few felt that they needed someone to care for them and most reported that, when faced with a crisis, they kept this information to themselves. The reluctance to perceive other people as supportive, or as carers, may be due to most detainees reporting minor mental illnesses. On the whole, having few social supports was not a concern for respondents.
Study Study Study Study limitations limitations limitations limitations
Similar to previous studies with this client group, recruiting and retaining participants was challenging (e.g. Chung et al, 1999) and we were unable to recruit the required sample size of 71 in the intervention group. The follow-up (six-month) period was also short and may not have 
Conclusion Conclusion Conclusion Conclusion
It is important to note that the CJLD service that was the focus of the present study was developed only to carry out mental health assessments and to 'signpost' positively screened clients to existing services within the community. The effectiveness of using CJLD services as a mechanism for accessing treatment is equivocal and appears to be model-dependent. Available evidence suggests that providing direct access to services and overseeing compliance through the CJS may be more successful than 'stand-alone' services such as that described here (Pakes & Winstone, 2010; Scott et al, 2013) . However, this kind of approach would require an overhaul of many existing services (including the Belfast-based service) with attendant resource implications, whilst rigorous formative and summative research, such as that being undertaken currently (NHS England, 2014a) would also be required to inform such developments and evaluate the nature and extent of any change in outcomes over time. The future of diversion as a policy rests on the belief that the identification of MDOs and the provision of treatment will prevent future offending. However, the continued failure to provide high quality evidence to support this belief suggests that public support and, as a consequence, political goodwill, cannot be indefinitely sustained despite a need to respond positively to offenders with mental health needs. Policy reports in the UK (Bradley, 2009; Parsonage et al, 2009 ) call on the government to provide a national policy to direct service development for MDOs and it is hoped that the NHS pilot initiatives currently underway will be helpful in this regard (NHS England, 2013a; NHS England, 2014b) .
At present, current provision in the UK and elsewhere is characterised by considerable variation in how services are configured while many schemes work in isolation and are insecurely funded (Sainsbury Centre for Mental Health, 2009). In addition, existing evidence is characterised by a lack of reliable descriptive information coupled with largely inadequate quantitative information on the workings of CJLD services, particularly in terms of outcomes, effectiveness and costeffectiveness. Again, it is hoped that the NHS England studies of clearly specified services will help to address some of these gaps in our knowledge.
There is also a need, going forward, to recognise that CJLD services operate at the interface of two highly complex systems; the Criminal Justice System and Health and Social Services (Parsonage et al, 2009) . Therefore, the diversion of MDOs in its various forms should be seen as a complex intervention (Wolff & Pogerzelski, 2005 ) requiring a stronger theoretical base (than is currently available) that links service structures, processes and outcomes in an iterative framework of development, monitoring, formative testing and rigorous controlled evaluation (Craig, et al, 2008) . Governments, both nationally and internationally, remain committed to the principle of 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 
